A growing body of evidence suggests that religious involvement is protective to both mental and physical health 1±15 This finding has been consistent across studies despite differences of samples, designs, methodologies, measures of religious involvement, health outcomes and population characteristics. Despite widespread recognition of the complexity of religious involvement, much of this research has assessed religious involvement by a single measure, most often religious affiliation or frequency of church attendance. 3,6,16±19 Prior research that has included multiple indicators of religious involvement has begun to: clarify what dimensions (and indicators) are most salient to health outcomes; suggest mechanisms that may account for associations between religious involvement 20 ; and assist in understanding how dimensions of religious involvement are differentially related to health concerns. 1 For example, subjective religious involvement (e.g., faith or religious belief) may influence physical health through encouraging behaviors that reduce health risks, such as avoidance of smoking, alcohol consumption, drug use. 20 On the other hand, nonorganizational religious involvement (e.g., prayer or bible reading) may positively influence mental health through encouraging emotions such as hope and forgiveness and physical health through potential effects on physiologic processes. Greater specificity in the independent and dependent variables in research on religion and health will help clarify how religious involvement influences health.
There are a variety of mechanisms through which religion may exert a positive influence on health. For example, many scholars agree that membership in religious communities may enhance social resources in ways that are beneficial for health. 20±25 Considerable evidence
shows that social support is associated with better mental and physical health, 26±31 yet researchers have only recently begun to document the role of social support in religion and health. 32 Recent research has found that those who attend church more frequently have a greater number of social ties and interactions, rate their social ties more positively, and benefit from more frequent exchanges of goods, services, and information, than do those who attend church less frequently.
20±25,32±34
The conceptual framework that guides this study is adapted from a multidimensional model of religious involvement described in the literature 3, 6, 7, 16, 35 and from a stress process model that reflects longstanding evidence of a strong, negative association between stressors and health. 36 The context-specific stress process model used in these analyses was developed using a community-based participatory process that engaged community residents in discussions about stressors, as well as``things that make it not so bad'' in their own lives and the lives of other east side Detroit residents. 37 Community residents' identification of different forms of religious involvement as important buffers against the adverse effects of stress on health reinforced the importance of using a multidimensional model of religious involvement. 35, 36 This article explores the relationship between religious involvement and health among African-American women on the East Side of Detroit. This study was conducted using a community-based participatory research (CBPR) approach. To our knowledge, there have been no CBPR studies to date that have explored the role of religion in health. We describe the use of a CBPR approach to enhance the relevance of study findings for the community. 15 We extend previous research on religion and health by using multiple indicators of religious involvement and health to examine the direct effects of religion on health and the mediating role of social support in the relationship between religion and health, while controlling for a number of correlates of religious involvement.
METHODS

Sample and Data Collection
The data analyzed for this study were collected as part of a baseline assessment for the East Side Village Health Worker Partnership (ESVHWP), a CBPR project carried out under the aegis of the Detroit Community-Academic Urban Research Center 38 and funded by the Centers for Disease
Control and Prevention. The objectives of the ESVHWP are to identify the social determinants of health on Detroit's east side and to address those factors using a lay health advisor intervention to improve the health of women and children. 37, 38 The purposes of the baseline assessment were to: assess community problems and resources that might guide the intervention; gather baseline data to evaluate the effects of the intervention on the community; and test a stress process model in an urban community. 37 In the first 6 months of the ESVHWP, a Steering Committee comprised of representatives of a number of well-respected community-based organizations, academic and health department partners came together to oversee the design, implementation, and evaluation of the partnership. 37 A first task of the Steering Committee was to adopt a set of community-based participatory research principles to guide its work. Some of the key principles that the Steering Committee adopted include: facilitation of an equitable partnership in all phases of the research; promotion of colearning and capacity building among all partners; and integration of research and action for mutual benefit of all involved. In accordance with these principles, the Steering Committee actively engaged in a series of discussions to elicit perceptions of sources of stress for women in the community who care for children, and the cumulative toll of these stressors on health. Forms of religious involvement such as prayer and participation in a church were consistently named as things that buffer long-term damaging effects of stressors on health, and were consequently included as areas of inquiry on the survey.
The data were collected using a 2-stage random sample community survey administered during the summer of 1996. In order to achieve the desired 1,000 completed interviews, 2,800 households were randomly selected from the sampling frame of 6,124 households blocklisted. 37 In households with more than 1 eligible member, a Kish selection table was used to randomly select 1 respondent. 39 In total, 700 interviews with women living in a defined area on Detroit's east side were completed and verified as usable. 37 In order to participate, the respondent had to be 18 years of age or older, and responsible for the care of at least 1 child under the age of 18 for at least 5 hours a week. Based on the decision of the Steering Committee, community residents rather than students were trained by staff from the University of Michigan School of Public Health to conduct the interviews. The response rate (the number of completed interviews divided by the number of eligible households) was 81%. The sample for the investigation presented here includes only those respondents who reported their race as African American (97% of survey respondents, n = 679).
Measures: Independent Variables
In accordance with CBPR principles, the Steering Committee of the ESVHWP assumed a central role in designing the survey instrument, ensuring that the language was understandable, culturally appropriate, and that the length of the survey was reasonable. Then, community members being trained as field interviewers pretested the survey and provided comments that led to further revisions. 37 Input from the Steering Committee and other community members, thus, was essential to the process of identifying the measures described below. Some of these measures have been validated in prior research. 7, 35 Religious Involvement. Consistent with the model of religious involvement that guided this study, 35 . Income, measured as total family income, included 8 categories (<$5,000/y, $5,000 ± $9,999/y, $10,000 ± $14,999/y, $15,000 ± $19,999/y, $20,000 ± $24,999/y, $25,000 ± $29,999/y, $40,000 ± $49,999/y, and >$50,000/y). Education, measured as an ordinal variable, included the following categories: less than high school education, high school or GED, some college education, and college graduation. Marital status categories included currently married, never married, living with partner, separated/divorced, and widowed.
Church Membership. This item asked respondents to report whether or not they were members of a church or other religious organization.
Physical Functioning. A measure of physical functioning was included, to control for a possible spurious association between church attendance and poor health. Prior research has found that physical limitations, particularly in elderly populations, may prevent service attendance. 3 Respondents were asked a series of questions about the extent to which their health limited their ability to engage in a range of activities, from``vigorous activities, such as running, lifting heavy objects, participating in strenuous sports'' tò`w alking 1 block'' or``bathing or dressing yourself.'' Response categories included``Yes, limited a lot,''``Yes, limited a little,'' and``No, not limited at all.''
Measures: Dependent Variables
General Health. A single-item measure of general health used asked respondents whether their health is excellent, very good, good, fair, or poor. This item has been proven to be very predictive of population mortality. 40 Chronic Conditions. The following 2 indicators reflecting a respondent's report of chronic health conditions were used: asthma and/or arthritis and hypertension and/or diabetes. These 2 groupings were used after preliminary analyses with these indices yielded the most statistically significant results.
Depressive Symptoms. The Center for Epidemiologic Studies' Depression scale was used to assess a respondent's experience of depressive symptoms. 41 The short form scale used for this analysis consisted of 11 items assessing the frequency with which respondents experienced feelings that were symptomatic of depression, for example, sleeplessness, loneliness, poor appetite, or sadness (a a a = 0 .84, N = 668).
Data Analysis
Univariate analyses were conducted to describe the overall sample in terms of the main independent variables of interest, the sociodemographic controls, and dependent variables. Descriptive analyses (t tests of differences in means) also were conducted to examine any differences between respondents who reported being a member of a church or other place of worship and those who did not report such membership. In addition, cross tabulations were conducted to examine any significant differences between these groups according to marital status (i.e., never married, separated/divorced, widowed, and living with partner).
A series of regression analyses using the entire sample tested the independent variables as continuous measures to determine their effects on the health outcomes, controlling for the effects of sociodemographic variables, church membership and physical functioning. Individuals who did not belong to a religious organization were assigned a value of 0 on the attendance variable in analyses examining the effects of church attendance on health for the full sample; a control variable for membership in a religious organization was included in these analyses. Multiple regression analyses were conducted with church members only (n = 385) to test the mediation of church social support in the relationship between church attendance and the health outcomes.
RESULTS
Descriptive Results: Differences Between Church Members and Nonmembers Table 1 summarizes descriptive data for the 2 samples included in these analyses: all African-American women in the sample (n = 679); and church members only (n = 385). In addition, for comparative purposes, we show descriptive data for survey respondents who did not self-report as members of a church or place of worship. Members of a church or other place of worship will subsequently be referred to as``church members.'' Denomination of respondents was not collected as part of this survey. The overall sample has been described elsewhere. 38 Results of tests of mean differences on sociodemographic variables and physical functioning according to membership in a church or other place of worship are reported in Table 1 . Church members differed from nonmembers in that they were: older (P .0001); reported higher incomes (P .0001); had completed more formal education (P .001); were more likely to be separated/divorced (P .001); and less likely to have never been married (P .0001). In addition, church members were more likely to report diagnoses of diabetes and/or hypertension (P .001), or asthma and/or arthritis (P .01) when compared to nonchurch members (Table 1) .
Religious Involvement in the Overall Sample
Over half (57.5%) of the overall sample reported that they were members of a church or other place of worship (Table 2) . Of those who were church members, approximately 20% reported attending church at least once a week and 14% reported attending more than once a week and a few times a month. More than half of church members (58.9%) reported receiving help from people in the church very or fairly often. Most respondents reported high levels of faith, with 80% reporting that their faith was very important as a source of strength in their day-to-day life. Sixty-seven percent of respondents reported praying several times a day, 23% reported praying once a day, and 4% reported praying at least once a week (Table 2) .
Religious Involvement and Health
Prior to conducting multivariate analyses, a colinearity analysis was performed to evaluate the condition indices associated with each principal component and to ensure that no component contributed strongly to the variance of 2 or more variables. The results of these diagnostics (not shown) confirmed that multicolinearity was not a problem. Among the control variables included in the models, physical functioning was significantly associated with health (P .0001) across all the models and age (particularly being 65 and older) was also significantly associated with selected health outcomes. Those who reported higher physical functioning were more likely to report better health, and age was significantly positively associated with reports of worse general health and reports of more chronic conditions (asthma, arthritis, diabetes and hypertension). The only exception to worsening health with age was that women age 65 and older were significantly less likely to report depressive symptoms (P .01). Education was not significantly associated with health in any of the models, and income and marital status (being separated/ divorced) were only significantly associated with selfreported general health. Those with higher income were more likely to report better general health and those who were separated or divorced were less likely to report better general health.
Results reported in Table 3 show that those who were church members were significantly less likely to report depressive symptoms and better general health, and significantly more likely to report hypertension and diabetes. All the dimensions of religious involvement under investigation were significantly associated with selected health indicators. Frequency of church attendance was significantly associated with fewer depressive symptoms, and better general health, after controlling for sociodemographic variables, church membership, and physical functioning. Prayer was significantly associated with better mental health; respondents who prayed more often reported fewer depressive symptoms (P < .01), after controlling for sociodemographics and physical functioning. Respondents who relied more on their faith as a source of strength in their daily lives were significantly less likely to report asthma and arthritis (P < .05; Table 3 ).
Organizational Religious Involvement, Social Support in the Church, and Health
Analyses exploring the relationships between church attendance, social support in the church, and health were conducted with the subset of the study population who were church members (n = 385). Frequency of church attendance was significantly associated (P .001) with receipt of social support from fellow church members. That is, church members who reported more frequent church attendance were more likely to report a higher frequency of receipt of social support from fellow church members (results not shown). Table 4 shows the results of analyses regressing health outcomes on the multiple dimensions of religious involvement and church social support, after controlling for sociodemographic variables and physical functioning. The positive association between church attendance and reports of fewer depressive symptoms was reduced to nonsignificance with the addition of church social support into the model. This is consistent with the hypothesis of full mediation of social support in the church in the association between church attendance and fewer depressive symptoms. In the models where self-reported general health was regressed on the dimensions of religious involvement, church social support was a partial mediator in the positive association between church attendance and self-reported general health. That is, the magnitude of the positive association between church attendance and selfrated general health was reduced after church social support was added in the second model (Table 4) .
Limitations
There are several important limitations of this investigation. Given prior research indicating the salience of religious involvement for health, 1±7 and community input reinforcing the importance of religion in health, the community survey was designed to include some indicators of religious involvement. However, understanding religious involvement and its association with health was not the main purpose of the community survey, and only a limited number of measures of religious involvement were able to be included. Consistent with prior research that has shown rates of religious involvement to be higher for African Americans and for women as compared to other populations, 12 the relatively high levels of religious involvement across the entire study population may reduce the magnitude of effects involving these variables. In addition, several factors, including eligibility criteria requiring all respondents to be over 18 years of age and responsible for the care of a child for at least 5 hours a week, limit the generalizability of the findings presented here. The sample was relatively homogeneous with regard to residence in a defined geographic area on the east side of Detroit and sociodemographics such as race, gender, socioeconomic status, education and income. Furthermore, the data used for this investigation are cross-sectional; therefore, no inferences can be made about causal relationships among the measures that were examined.
DISCUSSION
Results and Key Benefits of Using a CBPR Approach
Despite these limitations, the analyses reported here offer important insights into pathways through which various indicators of religiosity and spirituality may be related to health outcomes among African-American women residing in low-income urban communities. The results suggest that membership and participation (frequency of service attendance) in a religious organization, and more private forms of religious devotion (e.g., faith and prayer) are important for health. Differences in findings depending on the dimensions of religious involvement and health indicators used suggest that religious involvement may interact with other factors to influence health in diverse ways. The CBPR process contributed to the use of multiple indicators of religious involvement and permitted the disentangling of effects of religious involvement on health. For example, prayer had a greater effect on mental health (reports of fewer depressive symptoms) than on the physical health indicators (self-reported general health and chronic conditions), and the importance of faith or spiritual beliefs as a source of strength in one's day-to-day life was significantly associated with fewer reports of asthma and arthritis. Numerous studies have found protective effects of private expressions of religion (such as prayer) on mental health, 4, 5, 6, 12, 16, 20, 42, 43 and scholars have suggested that prayer may allow people to actively express religious beliefs that may help to alleviate anxiety. 12, 20 The indicator of faith used in this study was included based on discussions with community members about the importance of their faith and spiritual beliefs in dealing with the day-to-day stressors. Consistent with the literature, 25,34,44±46 results of this investigation show that one of the key advantages of religious involvement is increased social support and that service attendance positively impacts health through instrumental social support. Perceived support and satisfaction with network members have been found to have strong positive main effects, as well as significant stressbuffering effects, on health. 26, 27, 31 This study included only a single measure of instrumental support. Future research should include measures of multiple types of social support and specific functions of social relationships in a religious organization. The finding that the frequency of service attendance was positively associated with health in some instances (fewer depressive symptoms and better self-reported general health) while membership in a religious organization was negatively associated with health in other instances (worse self-reported general health, higher reports of chronic conditions) highlights the complexity of the relationships between religious involvement and health. Being actively engaged in a religious organization may have different implications for health than simply being a member and future research should examine these pathways of influence more clearly.
One of the important benefits of using a CBPR approach is involving community members in the interpretation of key findings, 14, 37 thereby enhancing the understanding of the results. A critical component in the analysis and interpretation of these data was sharing the survey findings with community members through a feedback and 
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Never married * This analysis includes only those respondents who were members of a church or other place of worship.
y Education (using less than high school degree as referent group) not a significant predictor in any of the models.
z Age (using age 18 ± 24 as referent group).
x Marital status (using married as referent group). discussion session. Many community members involved in this discussion described specific examples in which they believed prayer had influenced health outcomes, and also described ways that being a part of a religious community provided a critical network of support. In indepth interviews and conversations related to the results reported here, community members also highlighted the complexity of religious involvement, indicating, for example, that membership in a place of worship may or may not be a meaningful assessment of religiosity and that people who are not part of a formal religious organization may still accrue benefits of other forms of religious involvement, such as prayer. They also described clearly the complexity of social relationships within religious communities, noting both benefits and expectations associated with membership. A key benefit of using a CBPR approach is the increased relevance of findings for the community, given the involvement of the community in all aspects of the research. 14, 37 In this study, community members' participation in identifying dimensions of religious involvement to be included on the survey increased the validity of measures. For example, the measure of faith (``importance of faith or spiritual beliefs as a source of strength in one's day-to-day life'') was included in the survey based on community input about the importance of relying on one's faith as a source of support, particularly in coping with poor health and community stressors. In the discussion of these results, women in the community actively reinforced the use of faith to help sustain them through illness and to counter some of the negative effects of chronic conditions. Such findings may contribute to health care providers' efforts to support their patients as they seek to improve health. For example, a discussion of social support resources available through one's religious institution or spiritual beliefs that may support health-promoting practices could help patients adhere to physician recommendations. Community-based participatory research approaches can contribute to the involvement of community members in the application of findings to inform action. 14, 37 As community members discussed these findings, they identified potential roles and limitations that different forms of religious involvement might play in disease prevention and health promotion. For example, many who participated in these discussions felt that private expressions of religion, such as prayer, may help to protect people against the stresses of living under adverse conditions, and that being part of a church community offers important social connections, and also helps access resources and address problems. Recognizing the various pathways through which religious institutions may influence health also suggests that faith-based disease prevention and health promotion campaigns can extend beyond an emphasis on religious organizations as places where individuals can be targeted (e.g., conducting health fairs in the church), to recognize them as communities that can build and strengthen socially supportive relationships. These opportunities may be particularly important in areas with high rates of poverty and a great need for tangible aid and services. The results of this study also suggest cautions for faith-based initiatives that focus only on networks of individuals who are affiliated with a religious organization. Nearly half (43%) of survey respondents were not members of a church or place of worship, suggesting that faith-based initiatives focused only on religious institutions may miss opportunities to work with unaffiliated community members. The mission of public health Ð``to fulfill society's interest in assuring the conditions in which people can be healthy'' Ð emphasizes the need to partner with an array of sectors and institutions in order to extend our reach to as diverse a community as possible. 47 Faith-based organizations should be considered an important, but not the only, partner in community-based health promotion and advocacy efforts. 22, 32 Through community-based participatory research partnerships such as the one described in this article, professionals can support the actions of community members as they work to provide support and improve health.
